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Background: Arrhythmogenic right ventricular cardiomyopathy (ARVC) is an under-recognized cause of ventricular arrhythmias. 
Appropriate identification and treatment for this disease is essential, as it is an important cause of sudden cardiac death. Diagnosis of 
ARVC can be challenging and requires a multidisciplinary approach.
case:  A 44-year-old female presented to the emergency department (ED) with exertional palpitations. She was found to be in a wide 
complex tachycardia (WCT) at 200 beats per minute; her blood pressure was 120/70 mmHg. After adenosine administration was 
unsuccessful, she was successfully electrically cardioverted to sinus rhythm.
decision Making: The presence of ventriculoatrial dissociation during WCT confirmed a diagnosis of ventricular tachycardia (VT). 
Because her sinus rhythm electrocardiogram was abnormal, structural heart disease was suspected. The left bundle type morphology 
and superior axis of the VT indicated that it originated from the right ventricle (RV). Echocardiography was obtained, demonstrating 
normal left ventricular function but a moderately dilated RV with severe hypokinesis. A cardiac MRI revealed severely reduced RV 
function with regional areas of akinesis and increased RV end-diastolic volume. From the 2010 ARVC Task Force Diagnostic Criteria, 
she was diagnosed with ARVC based on the 3 major criteria of her superiorly directed VT, her T wave inversions in V1-V4, and her MRI 
findings. The patient underwent a VT ablation in an area of scar on the lateral RV free wall, and a implantable cardioverter-defibrillator 
was implanted. Genetic testing was positive for a mutation in the plakophilin 2 gene, which is a major cause of ARVC in those in whom a 
genetic mutation is found. The patient was started on medical therapy for her RV dysfunction and advised on exercise moderation. After 
one-year follow up, she has not had further ventricular arrhythmias.
conclusion: This case demonstrates the importance of correctly diagnosing VT and having a high suspicion for potential underlying 
structural heart disease. Diagnosing ARVC requires a multidisciplinary approach, with input from imaging, electrophysiology, clinical 
presentation, and genetics in this case.
